this was associated with a low serum calcium as her parathyroids had been removed at operation. The psoriasis varies directly with the level of serum calcium, clearing ifit returns to normal.
She has also had an epileptiform attack and an abnormal EEG when her serum calcium has been low. Dr H R Vickers: I well remember the case described by Dr Sneddon since she was under my care when I was in Sheffield. I saw a second similar case three years ago who was referred to me by Professor Witts. He was a man with very widespread psoriasis which followed thyroidectomy and he was found to have hypoparathyroidism with low serum calcium. He was treated with calciferol, the serum calcium returned to normal and the psoriasis cleared. I would like to discuss the local application ofvitamin A, since vitamin A in an ointment base will act as a keratolytic agent and beneficial results when used on scaling skin may be due not to any specific action of vitamin A but to the non-specific keratolytic effect.
Hyperkeratotic Follicular Plugging with Alopecia Totalis

R D Sweet MRCP
Male aged 61.
Has had a dry skin all his life with scaling on the extensor aspects of arms and legs. Family history: Negative. 8 sibs all unaffected. History: Thyroidectomy 1942: Cerebral thrombosis 1954 from which he has recovered completely, apart from some minor trouble with his speech.
Three years ago he developed a hypostatic eczema on his right lower leg which became severe just under two years ago, and at that time he probably had some papular eczema on his back. Since then the skin ofhis trunk has appeared ichthyotic also.
One year ago the sides of his face and temple regions of the scalp began to be affected, as at present, and the whole picture became fully developed within two or three months. He does wonder, however, whether further areas are gradually becoming involved lately.
Six months ago, in the course of a fortnight, he lost all the hair from his scalp, eyebrows, eyelids, nostrils and beard. There was marked associated formication. He had not previously noticed any thinning of his hair in the temporal regions, and he previously had a thick crop of grey hair. On examination: He has a mild, but definite generalized ichthyosis. The palms and soles are normal. He presents the typical appearances of alopecia totalis, and in addition, on the sides of the scalp and face, and to a lesser extent the centre of the face, there is gross follicular plugging reminiscent of the appearances seen in chloracne.
Chest X-ray: Nothing abnormal noted. Blood count: Normal. W.R.: Negative. Serum cholesterol: 187 mg/100 ml.
Histology: (Biopsy: skin of L cheek). The section shows patchy hyperkeratosis, the granular layer being reduced to a thin line. Follicular plugging is a conspicuous feature, and there are many small deformed hair follicles, but they are not forming hairs. Sebaceous glands are large and numerous. A very slight chronic inflammatory reaction is present in the dermis.
Comment: Taken alone this man's striking follicular hyperkeratosis with plugging is unusual enough, but the association with alopecia totalis must be unique. Before either of these conditions occurred his skin had become ichthyotic, apparently as an aftermath of a generalized hypostatic eczema.
Has this man four independent skin conditions, or is there some relationship between them?
An ichthyotic skin might well be more prone to follicular hyperkeratosis, even late in life, or both conditions might result from some undiscovered metabolic disturbance. The hair loss is equally complete where the follicles are hyperkeratotic and where they are not.
When workers in a factory develop chloracne, the severity of the lesions is directly proportional to the amount of exposure to the fumes responsible, and no predisposition of certain types of skin has been recorded. Dr I B Sneddon: I should have thought there was a possibility that this was a reticulosis. I have seen a similar follicular eruption as a pre-mycotic condition before, but this does not explain the alopecia. Dr Louis Fonnan: Did he have contact with paraffin or mineral oil? Dr R D Sweet: His job is dismantling unwanted naval wireless sets and other small items. I could not convince myself that his condition was anything to do with his work. Three other men who work with him were not affected. He had earlier used brilliantine on his hair when he had flowing white hair. Dr M Garretts: I wondered whether this could be a case of ulerythema sycosiforme, but the fact that the hair loss preceded the appearance of the eruption makes this idea unlikely. Dr 
Professor J T Ingram: May I add to the confusion?
The condition might be due to stress-or shock. I recollect something like this in which there was also follicular plugging and inflammation. Dr P J Hare: Mention of myxcedema recalls that there is a condition of 'thyroid alopecia' in dogs, particularly poodles, from which they get better when treated with massive doses of thyroid extract, although there is no evidence of thyroid deficiency. The histological picture in the canine disease resembles that of the patient shown today. Dr Bentley Phillips: I should think lots of poodles are treated with brilliantine.
The following cases were also shown: Borderline ( Raynaud's phenomenon of the fingers began twenty years ago. Calcinosis cutis affecting the fingers and thumbs began four years ago as tender nodules which persist for three or four months and finally discharge a thick, creamy material. Complete or partial dispersion results, although a pitted scar may be left behind. Intermittent, severe, lower abdominal pain, accompanied by diarrhoea, began two and a half years ago. At the commencement it occurred for a day at a time once or twice a week. Two years ago it became severe and continuous with considerable melena. She was admitted to hospital and transfused, a diagnosis of ulcerative colitis being made. Since that time there has been no further melkna and pain and diarrhoea have only recurred twice, for two months a year ago and for a week six months ago. Investigations: Urine: nothing abnormal noted.
Serum calcium: 10 8 mg/l00 ml. Serum inorganic phosphate: 2-9 mg/100 ml. X-ray chest: nothing abnormal noted. X-ray fingers: large area of calcification in the tip of the left index finger with smaller calcifications in the left thumb and second and third right digits. There is also some absorption of the palmar aspects of the tufts of both thumbs, the right index and the left index and little fingers. Barium swallow, meal and enemano functional or anatomical abnormality present, except for a wide-necked diverticulum in the ascending colon.
Commnent: This case is presented as an example of diffuse systemic sclerosis on the evidence of the Raynaud's phenomenon and calcinosis cutis, the radiological evidence of absorption of the ventral surface of the terminal phalanges and the intestinal symptoms. The lack of both cutaneous sclerosis and radiological abnormalities in the gastrointestinal tract is not considered sufficiently important to vitiate this diagnosis.
Professor C D Calnan: I agree with the diagnosis. A great deal of special experience and skill may be required on the part of the radiologist in the investigation of these patients. One of the best methods for demonstrating the defect in function of the muscle of the gastro-intestinal tract is by contrast cine-radiography. In this way the immobility of the gut and pooling of barium can be observed almost better than by straight visual screening.
